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Background: The combination of adverse social indicators and a predominantly youthful population puts Nigeria,
and indeed many countries of sub-Sahara Africa, at the risk of explosion in the number of youth coming in contact
with the juvenile justice system. Despite this risk, custodial childcare systems in the region are still poorly developed
with both juvenile offenders and neglected adolescents coming in contact with the systems being kept in the
same incarcerating facility. The needs of these different groups of adolescents may be different. Knowing their
common and unique needs can inform common prevention strategies and ensure that specific service-needs of
different categories of adolescents in institutional custody are met.
Methods: Data on the family background, pre-contact social circumstance, neurological and anthropometric
profiles, and certain aspects of mental health of adolescents drawn from two juvenile justice institutions in Nigeria
were obtained. The results for the adolescents on ‘criminal code’ and those admitted as a case of child neglect
were compared using chi-square and odd ratios.
Results: Participants were 211 adolescents comprising of 158 on ‘criminal code’ and 53 declared as ‘neglected’. A
lot of similarities were found. For instance, the prevalence of parental separation, family transition, experience of
street-life and lifetime exposure to traumatic events and posttraumatic stress was equally high among the two
groups of adolescents. The adolescents on ‘criminal code’ however had significantly higher prevalence of conduct
and alcohol/substance use disorders while the child neglect group had poorer anthropometric profiles and higher
prevalence of neurological disorders.
Conclusions: Child neglect and juvenile delinquency in Nigeria may truly be different points of a continuum. There
are however fundamental differences that can warrant specific prevention strategies and tailor-made service
provision while in custodial care.
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The ongoing global economic crisis and its crippling ef-
fect on resources for qualitative livelihood, is bound to
alter the care environment of children and adolescents.
Among the reported implications of the on-going eco-
nomic meltdown is a global rise in cases of child mal-
treatment and neglect [1], as well as juvenile delinquency
and youth crime [2]. The number of children with such
adverse social outcomes is even bound to be higher in
the developing and resource poor countries. This is be-
cause these countries which harbour up to 85% of
world’s child and adolescent population [3] are also the
worst-hit by the ongoing economic crisis [4]. Sub-Sahara
Africa in particular presents a situation for an explosion
in the cases of child neglect as well as juvenile delin-
quency, in view of the particularly high child and adoles-
cent population, worsening poverty, widening social
inequality and rising unemployment in the region [5,6].
Studies from different parts of sub-Sahara Africa have
reported rising cases of juvenile justice contact among
adolescents. Maru et al. in 2003 reported a rise of about
21% in the number of adolescents coming to juvenile
justice courts in Nairobi Kenya [7]. A situation analysis
conducted by UNICEF in Uganda also established similar
trends of increase in Kampala city [8]. The comptroller
of Nigerian prisons also reported that the number of
adolescents processed in the juvenile justice wing of the
Prison Services has tripled between the year 2008 and
2011[9]. Life of want, deprivation, abuse and neglect has
also led a lot of children and adolescents in the region to
take to the streets as destitute [2,5,10], many of whom
also invariably come in contact with the juvenile justice
system. This is not unconnected with the fact that sub-
sistence on the street often times requires children to re-
course to crime [11,12] and in many jurisdictions in the
region being a street-child itself is a status offence. Assi-
ago in 2002 reported that a large proportion of adoles-
cents in Kenyan juvenile justice institutions were street
children who had not broken any law beyond being
homeless [13].
Despite the apparently high burden of juvenile delin-
quency and need for child and adolescent social welfare
services in many parts of sub-Saharan Africa, the juvenile
justice and social welfare systems in these regions are
still poorly developed [14,15]. Childcare services in many
of sub-Saharan African countries utilise mostly incarcer-
ating methods of custodial care. Also, criminalisation of
child destitution in many sub-Saharan African countries
entails that there is no clear distinction between juvenile
crime or delinquency and youth abandonment or desti-
tution. In a study in Kenya, adolescents who were found
destitute were among the adolescents brought before a
district juvenile court for ‘sentencing’ to remand homes
[7]. Okumu in 2007 reported that maltreated orneglected adolescents as well as juvenile offenders were
in about equal proportions among the ‘inmates’ of the
Getathuru Children's Rehabilitation Centre in Nairobi
Kenya [16]. Similarly in Nigeria, Bella et al. in 2010
reported that neglected adolescents in need of care and
protection as well as status offenders, young minor
offenders and adolescents declared as ‘beyond parental
control’ were processed through the same legal frame-
work and remanded together in the same confinement
[17]. This scenario has created a situation whereby being
a victim of child neglect became criminalised with
diminished chances of attending to the peculiar needs of
such adolescents. The scenario also created a situation of
lack of clear distinction in the programmes and schemes
for the care, reformation, rehabilitation and re-
integration of the different categories of children and
adolescents in childcare custodial services. The result of
this is that current prevention strategies and service
provision for children and adolescents in custodial care
in sub-Sahara Africa, where it exists at all, assume that
the needs and challenges of the inmates are the same ir-
respective of their entry pathways.
In line with this assumption, previous studies on pre-
disposing factors and psychosocial needs-assessments of
children and adolescents within the juvenile justice sys-
tem in sub-Sahara Africa, though very few, had arbitrar-
ily viewed them as one and the same without cognizance
of their different reasons for contact [7,16-19]. These
studies presuppose that the predisposing factors and the
psycho-social needs of children and adolescents within
the juvenile justice system are the same irrespective of
their different pathways into the system. They also made
blanket recommendations on prevention strategies and
service provisioning for all categories of adolescents in
custodial care based on these assumptions. While it is a
common and safe assumption that most children in diffi-
cult circumstances in sub-Sahara Africa share a lot in
common in terms of vulnerabilities and psychosocial
needs [6,13], these assumptions has not been put to ob-
jective test in the context of adolescents in the juvenile
justice system.
There is no doubt that any pre-emptive or preventive
strategies towards, or any form of service provisioning
framework on the issue of children and adolescents com-
ing in contact with the juvenile justice system in sub-
Sahara Africa are worthwhile. However, rather than con-
tinuing the practice of viewing all the different categories
of children and adolescents coming in contact with the
juvenile justice system in this region as one and the
same, identifying the fundamental similarities and differ-
ences in their social, physical and psychological needs
will provide a framework for a better focussed strategy.
Such information can serve as a more reliable template
for common and specific targets in large scale prevention
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distinct psychosocial needs of children and adolescents
within the juvenile justice and social welfare systems can,
and has been found to, facilitate the provision of the ap-
propriate services for them [20,21]. Provision of needed
psychosocial and rehabilitative services to children and
adolescents in institutional custody will improve their
quality of life, enhance their societal re-integration and
reduce the risk of recidivism.
Among the countries in sub-Sahara Africa, Nigeria is
of particular interest in terms of the risk of exponential
rise in the number of children and adolescents coming
in contact with the juvenile justice system. Other than
having a predominantly youthful population; Nigeria
accounts for almost a quarter of the entire child and
adolescent population of sub-Sahara Africa [22]. Aside
this, the country has one of the highest rate of household
poverty and among the countries with the lowest Human
Development Index in the region [23]. Expectedly, recent
reports suggest that the burden of children and adoles-
cents coming or at risk of coming in contact with the
social-welfare and juvenile justice systems in Nigeria is
rising [9]. There are also reports that the streets of Ni-
geria are being inundated daily with hordes of different
categories of neglected children and adolescents [24,25]
who are potential entrants into the juvenile justice sys-
tem. Just like in many countries of sub-Sahara Africa,
there is a lack of clear distinction between the criminal
and social welfare aspects of childcare services in Ni-
geria. Neglected adolescents, adolescents adjudged as de-
linquent, as well as young offenders in the country are
all processed through the same system and can be
remanded together in the same facility [26].
The present study therefore examined the similarities
and differences in the pre-contact family structure and
functioning; pre-contact social circumstance, and the
current physical and mental status between adolescents
on ‘criminal code’ and those declared as neglected in two
different types of juvenile institutions in Nigeria. It was
assumed that the similarities and differences between
these two groups of adolescents in terms of their pre-
contact family and social situation can shed some light
on the common and specific pathways into the juvenile
justice and social welfare systems among adolescents in
institutional care in Nigeria. Such findings can help in
the design of common and specific prevention pro-
grammes. The similarities and differences in the current
physical and mental status of the two categories of ado-
lescents may also mirror the common as well as specific
physical and psycho-social needs of these adolescents
while in institutional care. Such findings may point the
direction for the common and specific psychosocial
interventions necessary for successful rehabilitation and
re-integration of such children and adolescents.Methods
Study setting
Being the two types of institutional care for children and
adolescents in the country, a convenient sample of one
of the 3 borstal homes and one of the 24 remand homes
in Nigeria were selected for this study. The selected facil-
ities included the Abeokuta Juvenile Borstal Home and
the Ibadan Juvenile Remand Home, both in South-west
Nigeria. Borstal homes in Nigeria are under the control
of the central government of Nigeria through the Niger-
ian Prison Services. They serve as a temporary detention
centre for male adolescents between the age of 16 and
20 years who are being remanded on ‘criminal code’ ei-
ther as juvenile offenders or as adolescents declared as
beyond parental control. On the other hand, remand
homes in Nigeria are under the control of the state gov-
ernments through their social welfare establishments.
They serve as a multipurpose institution where abused/
neglected children aged between 6 and 18 years and
those on ‘criminal code’ are temporarily kept together for
care, protection and reformation.
Study instruments
Socio-demographic and family background question-
naire: This questionnaire was designed by the author and
it has two sections. The first section of this questionnaire
enquires about basic demographics as well as informa-
tion on reason for admission in the home and length of
stay so far. The second section enquires about family
background and social circumstance before coming into
the home. The domains of the family unit examined
were family structure, family transition, and indices of
family stability. These domains have been found to have
content validity in the context of the role of the family in
child outcomes [27,28].
Neurological and anthropometric evaluation pro-forma
: This was developed with the assistance of a paediatric
neurologist and was in the form of a pre-designed pro-
forma. Columns were created in which neurological find-
ings were recorded. Neurological examinations included
assessment of all the cranial nerves, cerebellar functions
as well as tone and reflexes in the four limbs were done
for all participants and recorded in a pre-designed pro-
forma. History of epilepsy (including eye-witness
accounts) was also obtained. Anthropometric profiles of
the participants including weight and height as well as
computed body mass index were also obtained and
recorded.
Kiddies schedule for affective disorders and schizo-
phrenia (KSADS): This is a is a semi-structured diagnos-
tic interview designed to assess psychopathology in
children and adolescents in accordance with the fourth
edition of the Diagnostic and Statistical Manual (DSM-
IV) criteria. This was used to assess for lifetime
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known to be particularly common among adolescents
within the juvenile justice and social welfare institutions.
These included disruptive behaviour disorders [7,29-31],
alcohol and substance abuse [18,32], lifetime exposure to
multiple traumatic events [33,34] and posttraumatic
stress disorder [18,33].
Procedures
All adolescents aged between 10 – 20 years that were
resident in the institutions were sampled. The cut-off
point of 10–20 years was in line with the World Health
organisation’s definition of adolescents as persons be-
tween the age of 10 and 19 years [35]. This translated
to a total of 144 residents of the Abeokuta Borstal
Home and 67 adolescents in the Ibadan Remand Home.
Adolescents with severe neurological or obvious intel-
lectual disability which made comprehension of the in-
quiries contained in the study questionnaire difficult
were excluded from the interview aspects of the evalu-
ation. Evaluation of their neurological and anthropomet-
ric profiles was however done. All interviews were
conducted in English or Yoruba languages (depending
on participant’s choice and adjudged fluency) in a face-
to-face interview, ensuring that the adolescents had
enough privacy. The Yoruba version of the socio-
demographic questionnaire and the KSADS were gener-
ated by the ‘Translation and Back-translation’ method
between a psychiatrist and a Yoruba-linguist until agree-
ment was reached on its literary accuracy. The neuro-
logical examination and the interviews were conducted
by the author. All physical examinations were done
with minimal bodily exposure and conducted in a
screened corner.
Ethical considerations
Ethical permission to conduct the study was obtained
from the Ethical Committee of the Neuropsychiatric
Hospital Aro, Abeokuta and the Ethical Committee of
the Oyo state Ministry of Health. Approval to interview
residents of the Abeokuta Borstal Home and the Ibadan
Remand Home was sought from the Ogun state com-
mand of the Nigerian Prison Services, and the Oyo State
Ministry of Women Affairs, Social Welfare and Commu-
nity Development respectively. In view of the difficulties
likely to be involved in tracing parents and competent
guardians of the participants, individual assent/consent
was obtained from all participants. This procedure had
been taken to be adequate in such circumstance espe-
cially in low risk research like this one [36,37].
Data handling
The data collected were analyzed using the Statistical
Package for Social Sciences version 16 (SPSS – 16) software. Analysis was limited to bivariate descriptive statis-
tics. The similarities and difference in some indices of
family background, pre-contact social circumstances,
and current and lifetime physical/psycho-social needs
of the two categories of adolescents in the Homes
were recorded. Similarities and significant differences
(p< 0.05) in terms of unfavourable indices were taken as
an indicator of common and specific factors that could
have contributed to the current social outcomes of the
adolescents. Same was also taken as an indicator of their
common and specific psychosocial needs for well-being
and successful rehabilitation while in the Homes.
Results
A total of 211 adolescents comprising 158 adolescents
on ‘criminal code’ and 53 adolescents admitted for care
and protection (as a result of maltreatment or neglect)
participated in the study. While all the adolescents on
‘criminal code’ sampled were fully included in the study,
7 of the neglected adolescents were excluded from the
interview part of the evaluation on the grounds of gross
neurological and subjective intellectual impairments
that was adjudged likely to impede full comprehension
of the interview.
Socio-demographic characteristics and family background
Socio-demographics: The mean age of the participants
was 15.8 ± 2.1 but the ‘criminal code’ participants were
much older than the neglected adolescents (17.5 years ±
1.5 vs. 12.5 years ± 2.1; t = 6.5, p = 0.001). There were 185
boys (87.6%) in total with the ‘criminal code’ group hav-
ing a comparatively higher proportion of boys (96% vs.
74%, χ 2 22.0, p = 0.03). The reasons for placement of the
adolescents in their respective categories and by exten-
sion, in the home are as shown in Table 1. There was no
statistically significant difference in the length of time
that the two groups had spent in confinement.
Family background: The two groups shared a lot in
common in terms of problematic indices of family struc-
ture as shown in Table 2. These similarities included a
high prevalence (up to 60%) of parental separation
among the two groups of participants. Changing family
structure (family transitions) is another common family
problem. For instance about a third of the two groups
had lived with at least one other carer other than their
parents and about half of their mothers had changed
marital partner at least once in participants’ lifetime.
Family transitions as a common problematic family ex-
perience among the participants was further buttressed
by the sharp drop in the rates of parental involvement in
the early-childhood care-giving and the immediate pre-
contact care-giving in the two groups. For instance as
shown in Table 2, about 56% of the adolescents on ‘crim-
inal code’ were reportedly raised by parents, only 36% of
Table 1 Categories of adolescents in custodial institutions
and reasons for their placement
‘Criminal Code Care and Protection
Beyond parental control’
(83; 52.5%)
Picked up by law enforcement agents
haven been found abandoned,




involvement in activities of
armed gangs (8; 5.0%)
Found engaged in dangerous child
labour like open-bus
conducting (6; 11.3%)
Sexual offenses (4; 2.5%) Adolescent girl living in a brothel (1; 1.9%)
Vandalism (2; 1.2%). Total: 53 (100%)
Total: 158 (100%)
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of juvenile justice contact. The drop rate for the
neglected adolescents was also sharp, from 36% to 17%.
The severity of family transitions was however signifi-
cantly higher among the neglected adolescents as they
had a higher mean number of different care-givers at
different points in their lives and their mothers also
cohabited with a significantly higher mean number of
partners (Table 3). Events that suggests family distress
or instability like parental alcohol and substance abuse,
domestic fights among parents and child physical abuse
were quite high among the two groups, but the
neglected adolescents were about 8 times more likely to
have been witness to domestic fights at home than the
adolescents on ‘criminal code’ (Table 3). Also, the social
circumstance of the two groups of participants before
their contact with the juvenile justice system was grim,
as at least two-third of each group had dropped out ofTable 2 Similarity and differences in indices of static family st
institutional care in Nigeria
Variable Adolescent on
Criminal Code (N= 158)
Family type













Total number of mother’s children
< 4 Vs. ≥ 4 88 (54)
Total number of father’s children
≤ 4 Vs. > 4 64 (41)school and had been living on the streets for some
time. However, the child neglect cases were almost
twice as likely to have dropped out of school. Those on
‘criminal code’ on the other hand had been living on
the streets for a higher mean number of months before
contact (Table 4).
Neurological and anthropometric findings
The body mass index of the neglected adolescents was
significantly lower and they were more likely to have
neurological deficits and epilepsy compared with their
‘criminal code’ counterparts (Table 5). The neurological
problems recorded among the neglected adolescents
included slurred speech (n = 6), dyskinetic body move-
ments (n = 4), reduced muscle bulk with hypertonia and
hypereflexia (n = 5) and one participant with waddling
gait.
Common mental health problems
High lifetime prevalence rates of common mental health
problems were recorded in the two groups of partici-
pants but the ‘criminal code’ group were twice more
likely to have disruptive behaviour disorders and about
16 times more likely to have used or abused alcohol and
substances compared with the neglected adolescents
(Table 5).
Discussion
Disruptive social changes in the society are the root
cause of the difficult circumstances that many children
of the world find themselves [38,39]. Social disruptions
lead to a breakdown of structures of the society includ-
ing the family unit. In resource-poor regions like mostructure between the two categories of adolescents in
Cases of Child/Adolescent
Neglect (N = 46)
OR (95% CI) χ 2 p
22 (48) 1.50 (0.78 -2.94) 1.5 0.21
30 (65) 1.27 (0.67 -2.5.3) 0.5 0.48
18 (39.1) 2.68 (1.36 – 5.26) 8.5 0.003
34(73.9) 0.11 (0.05 -0.24) 37.6 <0.001
22 (48) 0.26 (0.11 –1.60) 10.9 0.66
26 (57) 0.52 (0.27 – 1.01) 3.7 0.54
Table 3 Similarity and differences in indices of family consistency and stability between the two categories of






Neglect (N = 46)
OR (95% CI) χ 2 p
Current care-giver*
At least one parent involved Vs. No parent involved 53 (34) 8 (17) 2.3 (1.04 – 5.55) 4.4 0.03
Early childhood care-giver
Both parents Vs. Others 88 (56) 20 (36) 1.7 (1.16 - 4.45) 5.3 0.02
Lifetime number of different people that participant
had lived with (other than parents)
None Vs. At least one 62(39) 12 (26) 1.8 (0.88 – 3.80) 2.8 0.07
Mean number of different people that participant
had lived with
3.5 ± 0.5 4.8 ± 0.3 ------------- 7.7** 0.002
Lifetime number of persons that mother had
cohabited with (other than participant’s father)
None Vs. At least one 86 (54) 22 (48) 1.30 (0.64 – 2.53) 2.6 0.61
Mean number of persons that mother had cohabited
with (other than participant’s father)
2.7 ± 0.3 4.0 ± 1.0 ------------- 9.5** 0.001
Witness of physical fight among parents or guardian in
the previous year
Yes Vs. No 34 (22) 34 (70) 0.12 (0.06 – 0.25) 37.5 <0.001
Having been beaten by a parent or guardian to the point
of serious bodily injury in the previous year*
Yes Vs. No 85 (54) 23 (50) 1.2 (0.67 – 1.77) 0.2 0.89
Regular witness to use of alcohol or other substance by
at least one parent or guardian in the last 1 year
Yes Vs. No 58 (37) 12 (26) 1.64 (0.78 – 3.42) 1.7 0.18
*Before juvenile justice contact.
** Student t-test.
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disruption is poverty and inequalities [5]. Poverty and in-
equalities destabilises the care environment of the child
by robbing parents of the needed physical, emotional
and financial resources for optimal childcare. Life of pov-
erty and inequalities can also put severe strains onTable 4 Similarity and differences in the social circumstance b
between the two categories of adolescents in institutional ca
Variable Adolescents on
Criminal Code (N= 158)
Educational status*
In School Vs. Dropped out of school 28 (18)
Living on the streets as at the
point of contact
Yes Vs. No 105 (67)
Mean length of stay on the streets
before contact (months)
22 ± 6
Mean length of period of
institutionalisation (months)
15 ± 7
*Before juvenile justice contact.
** Student t-test.spousal relationships which can unsettle the stability of
the family [40]. It has been reported that in the context
of poor socio-economic circumstance, family instability
is one of the root causes of delinquency and other so-
cially deviant behaviours in children [41,42]. UNICEF
also described the family as an essential element of theefore contact and the length of institutionalisation
re in Nigeria
Cases of Child/Adolescent
Neglect (N = 46)
OR (95% CI) χ 2 p
6 (13) 1.5 (1.2- 2.3) 10.1 0.04
25 (54) 1.8 (0.8 – 4.5) 4.3 0.06
7 ± 2 ------------- 11.5** 0.001
18 ± 11 ------------- 7.6** 0.05
Table 5 Similarity and differences in physical and mental status among the two categories of adolescents in
institutional care in Nigeria
Variable Adolescents on
Criminal Code (N= 158)
Cases of Child/Adolescent
Neglect (N =53)
OR (95% CI) χ2 p
Anthropometric profile
Mean weight (Kg) 49.77 ± 5.41 34.93 ± 8.63 ------------- 6.3* 0.01
Mean height (Metres) 1.52 ± 0.21 1.43 ± 0.11 ------------- 1.6* 0.04
Mean body mass index (Kg/m2) 16.34 ± 0.33 15.85 ± 1.71 ------------- 7.7* 0.03
Neurological Profile
Handedness (Right Vs. Left) 150 (95) 43 (93)# 1.7 (0.2 - 4.21) 0.3 0.88
Neurological deficits 1 (0.6) 12 (23) 0.03 (0.01- 0.09) ---- 0.01**
Epilepsy 0 (0.0) 13 (25) 0.02 (0.01- 0.07) ----- 0.003**
Common Mental Health Problems
Disruptive behaviour disorders 100 (63) 18 (39)# 2.6 (1.3 – 5.3) 10.8 0.003
Alcohol & substance abuse 96 (61) 5 (11)# 16.2 (5.6- 47.6) 23.8 <0.001
Multiple traumatic events+ 43 (27.2) 12 (26) # 1.2 (0.8 – 1.9) 1.22 0. 43
Posttraumatic stress disorder 20 (13) 10 (22)# 0.52 (0.22- 1.29) 2.34 0.12
*Student t-test.
**Fisher’s exact statistic.
# n = 46.
+ Lifetime exposure to at least 3 different childhood traumatic events among the following: car or other accidents, being in a fire, witnessing a disaster, witnessing
or being the victim of a violent crime, being confronted with traumatic news, sexual abuse.
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shielded from all forms of abuse and neglect [6].
Though the concept of the ideal family unit may vary
across cultures, the chances of optimal care and well-being
of the average child is most guaranteed in a stable, consist-
ent and harmonious unit formed by their married bio-
logical parents [43]. The two groups of adolescents in this
study had a lot in common in terms of problematic indices
of family structure, family consistency and family stability.
This is in keeping with existing body of evidence that have
established an enduring link between chequered family
structure and dynamics and a higher risk of both juvenile
delinquency and child abuse or neglect. Studies have
shown that marital separation or single parenthood
increases the risk of delinquent and criminal behaviours in
children [44-46] while children from single-parent families
and ‘broken homes’ are also known to be at higher risk of
abuse and neglect [47,48]. Marital hostility or instability,
which may manifest as frequent verbal conflicts or domes-
tic violence has also been implicated as a risk factor for
the duo of juvenile delinquency [49-51] and child neglect/
abuse [52]. Similarly, considerably robust data have estab-
lished a link between frequent changes in family structure
(family transition) and delinquency [53-57] as well as child
neglect [54,58].
Single-parent families, conflict-prone dual-parent fam-
ilies as well as families with rapidly changing compos-
ition and structure all have factors inherent in them that
make it difficult for them to provide proper parentingand as such with higher risk of child neglect and delin-
quency among their children. For instance, in single-
parent families, parental supervision is compromised by
the fact that there is one less person to complement the
supervision of children [59] while hostile family environ-
ment in unstable dual-families may create a distraction
for optimal parenting. Family transitions on the other
hand could compromise parenting quality through in-
consistent discipline [60], parental loss of authority to
exercise control, as well as parental preoccupation with
the life changes that comes with family transition [61].
Poor parenting has been suggested to be one of the
strongest predictors of delinquency [56] and standard
contemporary definitions of child neglect [62] always
includes an element of deficient parenting among the
acts of omission that constitutes child neglect.
Another area of similarity that may suggest a common
risk factor among the adolescents in this study irrespect-
ive of categorization includes certain aspects of their
pre-contact social situation and lifetime mental health.
For instance, more than half of both groups of adoles-
cents had been living on the streets before juvenile just-
ice contact. Leaving home to live on the streets could be
a manifestation of the behavioral problems associated
with juvenile delinquency [63]. Extant literature also sug-
gests that running away from home to live on the streets
could also be a child’s response to neglect [64,65]. In the
context of sub-Sahara Africa, it has been argued that
poverty-driven life of want, neglect, abuse and denial of
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children to the streets in search of life [10,66]. Whether
being on the streets was as a result of neglect or delin-
quency or both, most street children run equal and con-
tinuous risk of juvenile justice contact. As far back as
1978, living or working on the streets had been reported
as a common reason for juvenile justice contact in Ni-
geria [67]. Okunsanya in 2004 also reported that up to
15% of the total residents of remand and borstal facilities
in Lagos Nigeria were brought-in after police raids on
the streets [26]. In a recent survey of adolescents in the
Ibadan Remand Home in Nigeria Bella et al. (2010) also
reported that many of the residents in the Home had
had some street-life experience irrespective of their rea-
son for admission [17].
As a central common factor, problematic family back-
ground seems to be the linking factor that adversely
changed the developmental trajectories of the two
groups of adolescents in this study. This is because fam-
ily instability and disruptions as seen in the two groups
of adolescents in this study can trigger a cascade of
events that terminates in juvenile justice contact. For in-
stance, family instability can increase the risk of both
child maltreatment [68] and conduct problems among
children [69,70]. Living on the streets for children from
unstable homes in sub-Sahara Africa is commonly a re-
sponse to child maltreatment or an indicator of onset of
conduct problems [13,63]. Once on the streets, children
continue to run the risk of juvenile justice contact either
as a status offender, due to involvement in crimes or in-
volvement in substance use/abuse [26,71]. Though a
cross-sectional study like this one can not establish caus-
ality, this study found all the factors needed to set up this
cascade of events that terminates in juvenile justice con-
tact among the two groups of adolescents. This include
the combination of a high prevalence of indices of family
instability on one hand, and other adverse factors like
physical abuse, conduct disorder and experience of street
life on the other hand.
On a different note, if the adolescents in this study
share in common this much in terms of pre-contact pri-
mary support resources and social circumstance, what
factors could have influenced their differential pathways
(neglect or delinquency) to institutional care? The an-
swer may lie in the fundamental differences in the pre-
contact social situation and primary support resources of
the two groups of adolescents in this study. Despite their
stunning similarities, the two groups of adolescents have
some distinct differences in terms of their family back-
ground, pre-contact social situation and their current an-
thropometric and lifetime mental health status. These
differences may explain their differential pathways into
institutional care and may have implications for specific
prevention strategies and for service provision in-house.Though an element of abuse/neglect can be inferred in
the life of both groups of adolescents in this study (e.g.
street life, school drop-out, physical abuse etc.), the
child-neglect group of adolescents had significantly
worse indices in some neglect areas. For instance they
had a higher risk of having witnessed domestic violence;
they were more likely to have dropped out of school and
had a significantly lower body mass index (BMI) com-
pared with their counterparts on ‘criminal code’. These
differences were despite the fact that the length of the
mean period of incarceration among the two groups of
adolescents was not significantly different. This observa-
tion may suggest that the two groups of adolescents in
institutional care in Nigeria represents two points in a
continuum of pathological social outcome of children,
with the ‘child neglect’ pathway being the worst end of
the continuum.
This assertion presupposes that the ‘criminal code’
group represents a pathway which resulted from a milder
form of inadequate parenting and child neglect, while
the ‘child-neglect’ group resulted from a more severe
form of parental deficiency and neglect. The younger
age, the worse indices of family transitions and the
higher prevalence of physical disabilities among the
child-neglect group in this study could all have put them
at a higher risk of neglect and maltreatment. Studies
have established an inverse relationship between the age
of a child and the risk and severity of child maltreatment
and neglect [72]. Younger children due to their earlier
developmental status and higher need for care can be
particularly vulnerable to maltreatment and neglect.
With advancing age of a child, the pressures of parenting
and the burden of childcare which may increase the ten-
dency towards child maltreatment and neglect [73]; tend
to reduce. In the same vein, if family transition becomes
too rapid, the chances of coming in contact with abusive
caregivers increase. Likewise, chronic disabling neuro-
logical disorders are additional risk factors for being
abused or neglected [74,75]. Widespread misconceptions
about the causation of childhood seizure disorders and
neurological disorders in this region in particular have
been cited as a major risk for neglect of children with
such conditions [76]. These factors could have put the
‘child neglect’ group of adolescents in this study on a
higher risk of worse forms of neglect and an institutional
entry pathway under the neglect category.
Child neglect itself is a well documented precursor of
delinquency [77,78]. This fact may suggest that adoles-
cents with a more severe form of neglect will come in
early contact with childcare services as a ‘neglect case’
while those with milder forms of neglect will progress
further into ‘delinquency’ and will come in contact with
childcare services much later. The observation that the
‘child neglect’ group in this study reported a lower mean
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or social-welfare contact compared with the ‘criminal
code’ group supports this view. Another interesting ob-
servation which supports this view is the finding that
more than half of the adolescents on ‘criminal code’ in
this study were actually brought to the juvenile justice
and social-welfare officers as the case may be, by their
parent(s) or guardian(s) on the grounds that the adoles-
cents were ‘beyond parental control’. This observation
may suggest that being declared as ‘beyond parental
control’ as an adolescent in Nigeria is a ‘milder’ or
‘formalized’ form of abandonment/neglect due to child
behavioral problems and dwindling quality of primary
support.
From the foregoing, it can be argued that the common
factors that led to contact with juvenile justice and social
welfare systems among two groups of adolescents in this
study (irrespective of their categorisation) lies some-
where in the workings of their families. Family support
programmes has been argued, and rightly so, to be one
of the universal ways to stem the rising cases of adverse
social outcomes for children generally in this region [79].
However, despite this effort, childcare can still be se-
verely affected in deeply troubled families with attendant
risks for children. In developed countries, children from
families-at-risk can be put in foster families by the social
welfare services. The foster families are given adequate
funds to cater for the needs of such children including
food, clothing, daily supervision, educational materials
among others [80]. Though there is robust data that chil-
dren in foster care experience a myriad of mental health
problem that may affect the quality of their adulthood
[81-83], the same, if not worse, has been reported among
children and adolescents in institutional care [29,33].
Children in foster care are however given an opportunity
to grow within a family setting which has been estab-
lished long ago to be better than growing-up in institu-
tions, from mental health perspectives [84]. Another
possible advantage of the foster-care system is that chil-
dren within this system are able to maintain contact with
the community while in custodial care, which is likely to
facilitate easy re-integration with own family and society.
Nigeria and in deed most countries in sub-Sahara Africa
are yet to evolve their foster care arrangements to formal
systems and there is virtually no evidence of any research
activity going on the feasibility of establishing such. This
is ostensibly because of the low level of evolution of the
social-welfare systems in this region which is currently
focussed on keeping delinquent or offending children as
well as neglected children off the streets and within con-
finement of institutions. This study therefore calls for an
urgent research into the feasibility of establishing foster-
care systems in Nigeria. A good approach will include re-
search into perceived obstacles among social-welfare andjuvenile justice officers, and willingness or reservations
of families in the community to participate as
destination-families in foster-care systems.
Furthermore, it was observed in this study that the
‘crimes’ committed by the adolescents on ‘criminal code’
were largely a declaration of inability of their parents to
continue with their care ostensibly because of a combin-
ation of parental factors like social difficulties and child
factors like disruptive behaviour disorders. Most of the
other offences are either minor or status offences. Rather
than the current practice in Nigeria, non-incarcerating
methods of custodian care has been described as the
ideal for status offenders as well as children in need of
care and protection [85,86]. Modern non-incarcerating
or semi-incarcerating facilities and diversion schemes in
the community which cater for such children and adoles-
cents include approved schools and the family foster care
system [85,86]. This should be the way to go for Nigeria
and her counterparts in sub-Sahara Africa.
It does appear from the findings of this study however
that until the establishment non-incarcerating modes of
child services and the full separation of the criminal and
social welfare aspects of juvenile justice administration
in this region, a common approach to the prevention
and management of child neglect and delinquency still
have some merit. Aside family interventions high rates of
mental health problems in the two groups calls for the
establishment of inclusion of mental health services gen-
erally and trauma services specifically in the multipur-
pose juvenile remand facilities scattered around the
country. On the contrary, the significantly higher preva-
lence of disruptive behaviour disorders, substance use
disorders and neurological disorders respectively among
the ‘criminal code’ and child-neglect group suggests
some specific needs. It may be imperative to emphasize
behavioural modifications and therapy as a mental health
service for the ‘criminal code’ adolescents and paediatric
neurology and physical therapy services for the neglect
group.
Until such time in Nigeria and indeed sub-Sahara Africa
when the social-welfare and the criminal justice sections of
child services are fully developed and separated, a reason-
able management approach is to raise a local visiting team
comprising of child and adolescent mental health experts,
special education experts and paediatric neurologists and
physical therapists within the vicinity of such institution.
Such teams will provide needed services with the common
and specific needs of the residents as highlighted in this
study in mind. Part of the brief of such team could include
some skill transfer to designated officials of the Home
through direct trainings and seminars. The team could be
sourced from secondary and tertiary health facilities in the
vicinity of the juvenile home and could be funded by gov-
ernments or donor agencies.
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http://www.biomedcentral.com/1471-2458/12/554This is the first study in this region, to the best of
author’s knowledge to explore the similarities and differ-
ences between the two groups of adolescent within
Nigeria’s multipurpose childcare systems. A major limita-
tion of this study is the fact that samples were drawn
from only two institutions. This may limit the generalisa-
tion of the findings. The study would have also had more
robust data if the participants took part in the study just
before going into the systems. A large scale study involv-
ing point-of-entry samples drawn from at least one facil-
ity in the six geo-political zones in the country will yield
a more representative and robust sample. The study also
relied solely on the correctness of the information given
by the adolescents as no effort was made to verify their
claims about their family background. This was due to
the non-availability of the huge resources that will be
required to trace their families for confirmation.
Conclusions
This study shows that the two broad groups of adoles-
cents residing in the juvenile justice facilities studied had
a lot in common in terms of pre-contact static and dy-
namic family structure; pre-contact social situation and
current physical and mental status. It also provided a
modest ground to infer that among children and adoles-
cents in Nigeria, neglect and delinquency are different
points of a spectrum. The study calls for urgent need
to develop the non-incarcerating modes of childcare
services in Nigeria and points the direction for
future research.
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